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Although individuals with comorbid posttraumatic stress disorder (PTSD) and
substance use diagnoses are at heightened risk for relapse after substance abuse
treatment. little is known about the specific situations in which these individuals are
likely to relapse. The present study was designed to test whether a PTSD diagnosis
related to substance use in specific situations in which PTSD symptoms were likely
to be present. Data were gathered from inpatients (n = 86) in a substance-abuse-
treatment program. and relationships between PTSD diagnosis and trequency of
substance use in high-risk situations were examined. As predicted. PTSD diagnosis
was relaed to substance use in situations involving unpleasant emotions, physical
discomfort. and interpersonal conflict. but not to substance use in other situations.

Research in the general area of relapse
prevention for substance abuse has provided us
with some understanding of the types of
situations in which relapses occur (Marlatt.
1996). as well as a methodology for examining
the role of specific situational factors in
substance use (Annis. Graham. & Davis, 1987:
Annis & Martin. 1985). Marlatt and his
colleagues (Marlatt & Gordon, 1985: Annis et
al., 1987) have provided a taxonomy of

situations presenting a risk for relapse to
substance abuse. which includes both intraper-
sonal (negative emotional states, negative physi-
cal states. positive emotional states, testing
personal control. and giving in to temptations or
urges) and interpersonal (interpersonal conflict,
social pressure to use substances. and positive
interpersonal interactions) circumstances. This
taxonomy has been tound to be effective in
helping individuals in substance-abuse-treat-
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ment programs identify their idiosyncratic level
of risk in different situations (Annis & Davis,
1989: Dimeff & Marlatt. 1995). We predict that
Marlatt’s taxonomy will also be useful in
helping to determine whether psychiatric comor-
bidity influences situations in which substance
use occurs.

Because substance abuse is often comorbid
with posttraumatic stress disorder (PTSD:
Brown. Recupero. & Stout, 1995: McFall.
MacKay. & Donovan. 1991: Triffleman, Mar-
mar. Delucchi. & Ronfeldt. 1995) and individu-
als with both disorders are at high nisk for
relapse (Brown et al., 1995: Ouimette. Ahrens,
Moos. & Finney. 1997), information about the
specific circumstances in which these individu-
als are at nsk for relapse could greatly inform
treatment. To our knowledge. no published
studies have used Marlatt’s taxonomy to exam-
ine specific types of situations in which
individuals with PTSD are likely to relapse.
However. this framework does provide a useful
method of evaluating the relationship between
situational factors surrounding use of alcohol
and drugs and PTSD symptomatology. Identify-
ing situations in which these treatment-
refractory individuals are at highest risk will
allow treatment providers to assist patients in
learning how to avoid or cope more effectively
with these challenging situations.

The current study had the goal of assessing
whether the risk for use in specific situations
was differentially greater among alcohol and
drug users with comorbid PTSD compared with
those without this comorbid diagnosis. Of the
situations represented in Marlatt’s taxonomy. we
hypothesized that negative emotional states,
negative physical states. and interpersonal con-
flict would be those most likely to be associated
with differential risk for relapse for those with
and without comorbid PTSD diagnoses. There
were several bases on which we made these
predictions. First, substance abusers with comor-
bid PTSD might be more likely to experience
these high-risk situations than those without the
comorbid diagnosis. Both negative emotional
and physical states are represented among the
criteria for PTSD (Diagnostic and Statistical
Manual for Mental Disorders (4th ed.) [DSM—
IV}, American Psychiatric Association. 1994),

and interpersonal conflict 1s reported to be more
common among individuals with PTSD (E. M.
Carroll. Rueger. Foy. & Donahoe. 1985: Kulka
et al.. 1990). Second. there is some suggestion
that situations involving interpersonal conflict,
negative emotional states. and physical illness
(and possibly by extension negative physical
states) may elicit PTSD symptomatology
(Johnson, Feldman. & Lubin. 1995: Kilpatrick
et al.. 1989; Macleod, 1994: Parsons. Faltus,
Sirota. Schare, & Daamen. 1988: Peterson &
Brown. 1994). Finally, the presence of PTSD
symptomatology may compound the negative
impact of these situations by impairing the
person’s ability to cope effectively. Individuals
with PTSD tend to use less effective methods of
coping with negative affect (Fairbank. Hansen.
& Fiterling, 1991; Solomon. Mikulincer. &
Flum, 1988). and PTSD symptomatology has
been proposed to interfere with effective conflict
resolution (Johnson et al., 1995). To examine
our hypotheses. we assessed self-reported fre-
quency of substance use in particular situations
among patients, with and without comorbid
PTSD diagnoses. who were in the early stages of
an inpatient treatment program for alcohol and
drug problems.

Method
Participants

Participants were 105 persons admitted © a
relapse-prevention treatment program on an inpatient
substance-abuse-treatment unit at the Boston. MA,
Veterans Affairs Medical Center between June 1995
and April 1997. All patients who were referred to the
relapse-prevention program had completed detoxifica-
tion and had expressed an interest in engaging in
treatment focused on sobriety. Patients in the
relapse-prevention program were eligible for partici-
pation in the study if they had completed a clinical
assessment battery during their time in the relapse-
prevention program (n = 105) and had not previously
participated in the study. Patients who returned their
assessment with missing data on essential vanables
were excluded from the final sample (n = 19). There
were no differences between participants excluded
from the sample and those included in the analyses on
any major variables. including situations surrounding
use. PTSD diagnosis. alcohol and drug use composite
scores. or any of the demographic variables. The final
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Table 1
Sample Characteristics
Variable v SD %
Age 40.64 5.96
Race
White 80.30
African American 16.90
Hispanic 2.30
Gender
Male 97.70
Female 2.30
Education 12.93 2.00
Income* S1.120.41 $1.749.46
Employment
Emploved 70.40
Not emploved 29.60
Marital status
Married 7.00
Formerly married 56.30
Never married 36.60
Lifetime psychiatric hospitalizations 1.63 5.03
Litetime jail time 9.42 2.4
War zone service
Yes 24.40
No 75.60
Theater of service
Vietnam 15.10
Granada 2.30
Persian Gulf 2.30
Other 4.70
ASI alcohol composite*® 0.48 0.32
ASI drug use composite*¢ 0.18 0.15
Combined alcohol and drug composite*d 0.33 0.15

Nore.

ASI = Addiction Severity Index. Age and education are in years: lifetime jail time is in months.

“Indexed to past 30 days. "Weights and combines items assessing frequency of use and intoxication. presence
and frequency of distress from alcohol problems. importance of treatment for alcohol problems. and moneyv
spent on alcohol. “Weights and combines items assessing frequency of drug use and associated problems.
degree of distress from drug problems. and importance of treatment for drug problems. YWeighted

combination of alcohol and drug composite scores.

sample size was 86. Additional demographic informa-
tion is provided in Table 1.

Measures

Participants were asked to complete the Addiction
Severity Index (ASI: McLellan. Luborsky, Woody. &
O’ Brien. 1980). which is a structured interview, and a
number of self-report questionnaires as part of their
routine clinical assessment in the relapse-prevention
program. All assessment instruments were adminis-
tered postdetoxification. The ASI was administered
by psychologists. psychology interns, or substance
abuse counseling statf trained by licensed psycholo-
gists. Doctoral level psychology interns. under the

supervision of licensed psychologists. met with
participants to provide an explanation of all self-
report assessment instruments.

ASI. The ASI (McLellan et al., 1980) is a
structured clinical interview designed to assess
problems with alcohol and drug use as well as
medical, vocational. legal. family—social. and psychi-
atric issues. In the present study, items from the ASI
were used to describe psychiatric history. severity of
current alcohol and drug problems. and primary drug
of abuse as well as vocational. legal. and other
demographic variables. In each problem area on the
ASI. information is collected about the history and
duration of a problem. as well as the status of the
problem during the past 30 days. Participants were
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asked to refer to the 30-day period before admission
to the hospital for substance abuse treatment. in
response to questions about the “past 30 days.”
McLellan. Luborsky. Cacciola. Griffith. Evans. et al.
(1985) provided evidence of good test-retest reliabil-
ity for individual items on the basis of repeated
interviews over a 3-day interval.

Alcohol and drug use composite scores were
created from individual ASI items using methods
described by McLellan. Luborsky, Cacciola. Griffith,
McGahan. and O’Brien (1985). These indexes cover
alcohol and drug problems respectively during the
past 30 days. We computed separate composite scores
for alcohol and drug use (as described by McLelian,
Luborsky. Cacciola. Gaffith. McGahan. & O'Brien.
1985) as well as an overall composite score
combining the aicohol and drug use composites using
the same logic. Normative data on the drug and
alcoho! composite measures have been reported
(McLellan et al.. 1992). Higher scores on the
composites are consistent with more severe problems.

Posttraumatic Siress Disorder Checklist (PCL).
The PCL (Weathers. Litz. Huska. & Keane. 1994a.
1994by is a 17-item self-report rating scale for
assessing PTSD according to DSM-IV criteria
(American Psychiatric Association. 1994). which
comprises items corresponding to the three symptom
criteria for PTSD. The PCL asks a person 1o rate the
degree to which he or she has experienced symptoms
of PTSD over the past month. The anchors for this
5-point Likert-type scale range from | (notar allyto 3
(extremely). On both scales a score of 3 (moderatetv)
or greater on a symptom is considered positive for
PTSD. In the present study, to meet criteria for PTSD.
participants were required to have at least one
positive PCL symptom from Criteria B items
(Reexperiencing), three positive symptoms from
Criteria C (Avoidance/Numbing). and two positive
symptoms from Criteria D (Hyperarousal).

In a civilian sample. the PCL was found to have
good reliability across subscales (a = .82-.94), a
sensiuvity of .78. and a specificity of .86 (Blanchard.
Jones-Alexander. Buckley. & Forneris. 1996). In
examinations of combat-related trauma, the PCL also
demonstrated good psychometric properties with high
reliability across symptom criteria (a = .92-.93).
high test-retest reliability (r = .96). sensitivity (82%).
specificity (83%). and convergent validity with other
measures of PTSD (Weathers. Litz. Herman. Huska.
& Keane, 1993).

Inventory of Drinking Situations (1DS—2) and
Inventory of Drug Taking Situations (IDTS). The
IDS—42 (Annis et al.. 1987) and the IDTS (Annis &
Mamn. 1985) are used to assess the frequency with
which participants drank heavily (IDS—42) or used
deS_ {(IDTS) during the past vear in eight types of
Situations (j.e._ Unpleasant Emotions. Physical Dis-

comfort. Pleasant Emotions. Testing Personal Con-
trol. Urges and Temptations, Conflict With Others.
Social Pressure to Drink. and Pleasant Times With
Others). Responses are scored on a 4-point scale.
ranging from 1 (never) to 4 (almost alwavs). The
scales yield a profile of high-risk siwations for
drinking or drug use.

In the present study. we used the IDS-42 for
individuals who indicated that alcohol was their drug
of choice and the IDTS for individuals who reported
that a drug other than alcohol was their drug of choice
(heroin. crack or cocaine, or marijuana). To equate
responses across the IDS—42 and IDTS. we computed
a percentage score for each subscale. Reliability
coefficients for the IDS-42 (Annis et al.. 1987) and
the IDTS (Annis & Martin. 1985) range from .80 to
.92 and from .67 to .92 for the subscales. respectively.
Evidence for content and external validity for the
IDS—42 has been provided (Annis et al., 1987), and
evidence for external validity for the IDTS has been
described (Annis. Turner, & Skiar. 1996).

Staristical Analvses

Differences between those who did and did not
meet PTSD criteria on demographic variables and
composite alcohol and drug scores were assessed by
means of one-way analyses of variance for continu-
ous variables and chi-square analyses for categorical
variables. We conducted multivariate analyses of
variance (MANOVAs). to assess differences in
situational use of substances for those who did and
did not meet PTSD criteria.

Results
Sample Characteristics

Table 1 displays demographic data for the
sample of 86 participants with complete data on
primary measures. Among these participants, 52
(60.5%) met our criteria for PTSD, and 34
(39.5%) did not meet our criteria for PTSD.
Also of note, 30 (35%) identified alcohol as their
pnimary drug of abuse, 15 (15%) identified crack
or cocaine as their primary drug, 22 (26%)
identified heroin as their primarv drug, 1 (1.4%)
identified cannabis as their pnimary drug, 19
(26.8%) identified themselves as having a dual
addiction to both alcohol and drugs, and 1
(1.4%) identified themselves as a polydrug
(addiction to three or more substances) abuser.
The mean composite alcohol (.48) and drug
(.18) severity scores of our sample were very
similar to those from the normative sample of
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public hospital inpatients (.48 and .14 respec-
tively) reported by McLellan et al. (1992). There
were no differences across PTSD and non-PTSD
groups in terms of identified drug of abuse.
marital status. race. gender. age. education, past
month income. number of lifetime psychiatric
hospitalizations. employment status. amount of
Jail time, military war zone service. theater of
mulitary service. or severity of alcohol or drug
problems.

Differences in Situations of Use

We used a one-way MANOVA to test the
hypothesis that differences in PTSD diagnostic
status would be associated with differences in
the frequency of substance use in different
situations. The frequency of drug use or heavy
alcohol consumption across the eight types of
situations (Conflict With Others, Physical Dis-
comfort. Pleasant Emotions. Pleasant Times
With Others. Sccial Pressure to Use, Testing
Personal Control. Unpleasant Emotions, and
Urges and Temptations) was examined across
individuals with and without PTSD diagnoses.
This analysis vielded a significant multivariate
effect. F(8.77) = 6.49. p < .001. and significant
univanate etfects for situations involving con-
flict with others. F(1. 84) = 26.83, p < .001:
physical discomfort, F(l. 84) = 15.80, p <
.001: and unpleasant emotions. F(I, 84) =
3350. p < .00l. There were marginally
significant effects for situations involving social
pressure to use or drink. F(1. 84) = 3.66. p <

.06. and testing personal control. F(], 84) =
3.66. p < .06. None of the other univariate
effects approached significance. Individualg
who met criteria for PTSD reported a higher
likelihood of consuming alcohol or drugs in
situations involving unpleasant emotions, inter-
personal conflict. and physical discomfort thap
those without PTSD diagnoses (see Table 2 for
group means across situations).

Discussion

In this study. we examined the relationship
between PTSD and the likelihood of alcohol and
other drug use in specific situations described by
Marlatt and others as high-risk situations for
relapse in substance abusers (Annis & Davis,
1989: Marlatt & Gordon. 1985). We hypoth-
esized that a diagnosis of PTSD in patients
seeking treatment for substance abuse would be
associated with more frequent use in certain
types of high-risk situations than in others.

As predicted. we found relationships between
PTSD diagnoses and drug and alcohol use in
situations that might be experienced more
frequently by those with PTSD diagnoses, were
likely to be evocative of PTSD symptomatol-
ogy, or might present a greater challenge to
individuals with the comorbid diagnosis. Pa-
tients who met our criteria for PTSD on the basis
of a self-report assessment reported an increased
frequency of alcohol and drug use in situations
involving unpleasant emotions. conflict with
others. and physical discomfort compared with

Table 2
Mean Likelihoods of Substance Use Across Situations by PTSD Status
PTSD status
Positive (n = 52) Negative (n = 34)
Situation M SD M SD

Conflict With Others 59.84* 21.65 33.53* 25.01
Physical Discomfort 51.63* 22.87 31.96* 21.76
Pleasant Emotions 57.76 23.83 50.83 21.36
Pleasant Times With Others 57.99 25.26 5392 26.14
Social Pressure 1o Use 64.29 28.98 53.30 27.50
Testing Personal Control 51.83 26.30 40.74 26.27
Unpleasant Emotions 77.58* 14.08 56.07* 2041
Urges and Temprations 60.19 23.16 57.11 20.91

Note. PTSD = posttraumatic stress disorder.
*p < .001.
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their counterparts who did not meet criteria for
PTSD diagnosis. However. no differences in
frequency of use between those who did and did
not meet criteria for PTSD were found in other
high-nisk situations. including those involving
pleasant emotions. pleasant times with others,
social pressure to use. the testing of personal
control. and the ability to manage urges and
temptations.

These findings provide us with some direction
In trying 1o understand the link between the
presence of PTSD comorbidity among sub-
stance abusers and the increased risk of relapse
that has been demonstrated by several investiga-
tors (Brown et al.. 1995: Quimette et al.. 1997).
If prior use is related to future risk for relapse.
these findings suggest that patients with comor-
bid substance abuse and PTSD diagnoses may
be especially prone to relapse in situations
involving interpersonal conflict. unpleasant emo-
tions, and physical discomfort. Therefore. it
may be possible to improve treatment outcome
by focusing on the need for specific skills to
cope with these high-risk situations.

Within the context of relapse-prevention
treatment. patients with substance abuse prob-
lems are generally taught a varety of skills to
cope with the immediate risk for relapse
associated with specific situations (Annis &
Davis. 1989: Dimeff & Marlart. 1995: Marlatt &
Gordon. 1985). Patients with substance abuse
and PTSD may need to learn multiple strategies
to avoid relapse in response to PTSD symptom-
atology and situations in which these symptoms
occur. Although avoiding specific situations that
trigger PTSD symptomatology may partially
reduce the risk of relapse. it is essential that
patients also learn active coping strategies to
deal with the pressure created by unavoidable
situations. Active coping strategies might in-
clude specific mood tolerance and management
techniques to cope with unpleasant emotions.
relationship building and communication skills
to avoid and resolve interpersonal conflict. and
slress management techniques to avoid physical
discomfort associated with hyperarousal.

Once a patient with comorbid substance
abuse and PTSD has developed specific coping
skills to prevent relapse and manage stress. it is
possible to begin treatment focusing on the
trauma (Keane. Fisher, Krinsley. & Niles. 1994).
Trauma-focused treatment has the potential to

further reduce the risk of relapse by decreasing
emotional and physical responsiveness when
confronted with traumatic reminders (see Keane
et al.. for a review). At all times during relapse
prevention and trauma-focused treatment. an
effort should be made to maintain an awareness
of the link between alcohol and drug use and the
occurrence of these PTSD symptoms.

These recommendations must of course be
tempered by the efficacy of relapse-prevention
treatment and the validity of techniques used to
assess nisk for relapse. Although some data
regarding the efficacy of relapse-prevention
freatment are equivocal. research suggests that
this approach may be especially effective with
more impaired populations (see K. M. Carroll,
1997. for a review). Furthermore. the Relapse
Replication and Extension Project (RREP), a
recent multisite study. calls into question the
ability of the precipitant of a pretreatment
relapse to predict the precipitant of posttreat-
ment relapse (Longabaugh. Rubin. Stout. Zy-
wiak. & Lowman. 1996: Lowman. Allen. Stout,
& the Relapse Research Group. 1996: Stout.
Longabaugh. & Rubin. 1996). However. the
RREP used a different methodology to assess
relapse precipitants. and the investigators’ recom-
mendations included using more structured
measures that allow for the identification of
multiple relapse precipitants (Donovan. 1996
Longabaugh et al.. 1996: Zvwiak. Connors.
Maisto, & Westerberg. 1996). an approach used
in the present study. Future research in this area
would also benefit by gathering information
from collaterals on situations of use. to assess
the validity of this construct. something we were
unable to do in the present in vestigation.

Our retrospective data do not allow us to test
whether PTSD symptoms were elevated in the
situations in which increased use occurred or
whether alcohol and drug use were prompted by
the need to reduce symptomatology. However.
the fact that the situations presenting a height-
ened risk for relapse among substance abusers
with PTSD were those in which PTSD symptom-
atology is likely 10 be present suggests that
substances may be used to reduce symptoms of
the comorbid disorder. Future prospective stud-
les are needed to examine whether PTSD
symptoms are differentiallv elevated in situa-
tions involving unpleasant emotions. interper-
sonal conflict. and physical discomfort and if
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drug and alcohol use is related to situational
increases in symptomatology.

Furthermore. our data speak to the impor-
tance of gathering accurate information on
comorbid PTSD diagnoses among patients
seeking treatment for substance abuse. The 60%
prevalence rate of PTSD reported in this sample
of inpatient substance abusers is at the high end
of ranges reported in prior studies (Brown et al..
1995: McFall et al., 1991: Triffleman et al..
1995). Although the increased likelihood of
trauma histories among veteran populations
may be expected to produce high rates of PTSD.
our prevalence is still considerably higher than
that gathered from chart diagnoses in a national
Veterans Affairs sample (Ouimette et al., 1997),
suggesting either an underrepresentation of
PTSD in chart diagnoses or an overdiagnosis in
our sample. Although we used a well-validated
instrument to arrive at PTSD diagnoses. self-
report measures cannot replace the diagnostic
accuracy of & structured clinical interview such
as the Clinician Administered PTSD Scale
(Weiss. 1997).

Finally, because we did not assess for the
presence of additional psychiatric diagnoses, we
are not able to comment on the specificity of our
effects. There is a paucity of literature address-
ing situations of use among substance abusers
with comorbid psychiatric diagnoses. The few
studies that do exist have provided mixed
results: Two studies (Leibenluft, Fiero. Bartko.
Moul. & Rosenthal. 1993: Maisto, Connors, &
Zywiak. 1996) demonstrated no effect of
comorbid diagnoses on situations of use. and
one {Norton. Malan. Cairns, Wozney, & Brough-
ton. 1989) demonstrated that participants who
developed alcoholism secondary to panic at-
tacks were more likely to drink alcohol in 8 out
of 12 situations than were alcoholics without a
history of panic attacks. The careful identifica-
tion of comorbid symptoms along with idio-
graphic information about high-risk situations
may greatly facilitate the design of comprehen-
stve intervention programs aimed at preventing
relapse in this high-risk population.
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